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Abstract: The preponderance of western psychological concepts are often relied upon to conceptualise health-related 
phenomena.  It is hardly surprising therefore that despite the availability of a number of interventions, studies have 
concluded that outcomes for minority cultural groups are not as good as for Caucasian people (western Europe and 
North America) in many high and middle income countries (HMIC). The evidence base of most psychosocial 
interventions is yet to be established in Low and Middle Income Countries (LMICs). There has been a propensity in 
some quarters to view low and middle income countries as passive beneficiaries of mental health knowledge, rather 
than as contributors or partners in knowledge production and development.  A move towards a more equal bilateral 
relationship is called for, which should lead to better service provision. This Position Statement aims to highlight the 
current position and need for culturally adapted interventions. It is a global call for action to achieve a standardised 
mechanism to achieve parity of access and outcomes across all cultural groups regardless of country of residence.    
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BACKGROUND 
 Globalisation has created culturally enriched and diverse societies. From a social point of view, 
politics and the media have recognised the rapid social and cultural changes which accompany migration 
of people and the consequent flow of ideas within and between nations.  
 The concept of culture, and its influence upon individuals, is itself dynamic, and as individuals 
and societies change, so do the relevant aspects of their culture. Therefore, it would be fair to say that 
each individual has a unique culture that is part of a broader culture and is constantly changing as a 
result of various influences depending on tensions between the individual and their value systems at 
relational interfaces. Each individual is further influenced by their own experiences and an 
amalgamation of the culture of different subgroups that influences their tolerance, expression and 
explanation of psychological distress as well as their help-seeking behaviours and pathways to care 
(Fernando, 2014). Culture may be one factor that assists in determining the degree of resilience 
individuals’ show in dealing with their problems. As a result, during the past several decades, there has 
been a steadily increasing recognition of the importance of cultural influences on life and health.  
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 There is a need to improve the cultural competence of health services, enabling provision of 
evidence-based personalised care, unbiased by views about an individual’s majority or minority cultural 
status and influenced only by respect for their values and worldview. Cultural competence in services can 
be nurtured through ensuring an awareness of different cultures and through cultural adaptation of 
interventions that are evidence-based. In this way, services, individuals and their families can draw 
strength from their cultural background (Rathod et al., 2015).    
 Most interventions for mental and physical health disorders in high and middle income 
countries, as currently delivered, have been criticised as being developed in western Europe or North 
America and are not in tune with varied cultural beliefs (Mills, 2014; White, 2013; Tribe, 2014).  This is 
one of the reasons why people are often reluctant to work with clinicians or service users who have 
different cultural backgrounds to their own. It is also hypothesised that clinicians may not have the 
confidence or the cultural competence to work with people from diverse cultures. The concept of 
cultural relevance has, thus, become significantly more critical and challenges mental health 
professionals to develop interventions that are more responsive to culturally diverse populations. 
 However, over 80% of people suffering from mental disorders are residing in low and middle-
income countries (LMICS), with mental illness and substance abuse disorders presenting as an 
important cause of disease burden, accounting for 8.8% and 16.6% of the total burden of disease in low 
and middle-income countries respectively (world health organisation, 2004; 2008). Provision of 
psychotherapeutic interventions is limited in mainstream treatments in many LMICS. This can be 
attributed to a number of factors: different priorities, lack of resources, different explanatory health 
models, inadequate training, distance and transport issues and the religious and political landscape. An 
approach to delivering mental health treatments and training programmes in LMICS responsive to the 
local culture, incorporating a public health approach while embracing the diverse needs of the 
population has begun and presents opportunities for global Generalisability (Rathod et al. 2017). 
 With the increasing realisation of the need, cultural adaptation of many interventions for mental 
and physical health problems is occurring across the globe (Naeem et al, 2010; Rathod et al. 2013) but 
this has also highlighted the need for guidance and standardisation of the practice of adaptation through 
building on the evidence (Rathod et al, 2017). 
 
WHAT IS CULTURAL ADAPTATION OF INTERVENTIONS? 
 Cultural adaptation in this paper is taken to be  ‘the systematic modification of an evidence-
based treatment (EBT) or intervention (EBI) protocol to consider language, culture, and context in such 
a way that it is compatible with the individual’s cultural patterns, meanings, and values’ (Bernal, et al., 
2009). Cultural adaptation of an EBI would need to incorporate cultural competence, intelligence and 
cultural sensitivity, as these would guide the adaptation process. Falicov (2009) described cultural 
adaptations to evidence-based interventions (EBIs) as procedures that maintain fidelity to the core 
elements of EBI while also adding certain cultural content to the intervention or its methods of 
engagement. We would also suggest that the success of such an adaptation should emulate, at least, the 
effectiveness of the original intervention (Rathod et al., 2015).  
 Cultural adaption has often been assumed to be from high income to low and middle income 
countries but it is important to note that there are increasingly a range of counter-flows from LMIC to 
HIC (White et al, 2014).  Health pluralism where more than one model of healing are used is being 
increasingly considered and evaluated (Halliburton, 2004, 2009; Tribe, 2007; Incayamar et al, 2009). 
 
EVIDENCE OF BENEFITS OF CULTURAL ADAPTATION 
 In high and middle income countries, work on psychological interventions in a range of 
conditions has concluded that the outcome of the interventions as currently delivered for minority 
cultural groups is not as good as for the majority populations (Bhugra, 1997; Rathod et al., 2005) Often 
individuals from minority cultural groups do not engage with clinicians and interventions due to different 
attributions to illness symptoms that lead to alternative help-seeking behaviours into care. Even when 
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they begin seeking interventions, they may not complete them for the same reasons. Lack of cultural 
relevance can lead to a lack of trust in the systems of care.   
 Few evaluations of the effectiveness of interventions have included adequate numbers of non-
Western cultural groups (Alvidrez et al., 1996), and few studies report on adaptations of proven 
interventions for use by culturally distinct populations (Loon., van Schaik., Dekker., Beekman (2013). 
For example, Hispanics and Asians are highly under-represented in research samples (Hussain-Gambles 
et al., 2004; Miranda et al., 2005; Wells et al., 2001), as requirements of literacy in the language of 
current residence  systematically exclude individuals who are not fluent in this. Even when language is 
not an issue, clinical trials on psychological interventions generally enrol few minority clients, and 
analysis of trial results is usually not done separately based on ethnic group (Carroll et al., 2009).  
 There are therefore few studies of the effectiveness of evidence-based interventions in minority 
groups.  The current criteria for judging good research designs may or may not be feasible for research 
on non-dominant cultural groups, and there are no paradigms for developing measures or for 
interpreting existing measures to incorporate ethnicity and racialized experiences (Helms, 2015). 
Therefore, the generalisation of findings to many ethnic and cultural groups may not be valid or even 
appropriate. Under-representation of  minority groups in research samples is a significant concern that 
prompted the National Institutes of Health (NIH- a part of the U.S. Department of Health and Human 
Services) to issue a policy in 1994 (updated in 2001 (NIH, 2001)) mandating that ethnic minorities be 
included in all NIH-funded research. Despite this, there have only been a few randomised trials that 
have been able to demonstrate the efficacy of psychological interventions in minority groups (Grant et 
al., 2012; Ingman et al. 2016).   
 A recent review of meta-analyses of culturally adapted interventions in mental health showed a 
moderate to large effect for culturally adapted interventions. However, the authors argue that the only 
conclusions are that adapting interventions for culture is better than usual care due to limited studies 
including active controls and very few with non-adapted treatment arms in the meta- analysis. Moreover, 
the authors warrant caution in interpreting these results as most of these meta-analytic reviews lacked 
methodological rigour and were plagued with other problems, such as inadequate poor consideration of 
theoretical underpinning and cultural issues (Rathod et al, 2017). 
 The current evidence base may also be skewed by the fact that research published in high 
impact academic journals in HIC (high income countries) comes from countries where there are 
resources, facilities, impetus and a priority to report research. Patel and Sumathipala, (2001) noted that 
94% of papers published in 6 leading academic psychiatry journals came from people based in HIC. So 
only 6% of papers came from parts of the world where approximately 90% of the population live. 
Therefore there is limited evidence of the effectiveness of these interventions in these countries, It 
seems important that this should change to ensure equity of service provision and a mutual sharing of 
information (Tribe, 2017). It is important to consider how different countries may use different types of 
interventions and adapt them based on resources and including spiritual interventions (for example; 
Raguram et al, (2002); Castillo, (2003). 
 Despite the potential for a cultural mismatch to render treatments ineffective, clinicians and 
researchers are disseminating psychological interventions globally, across widely diverse cultures (Casas, 
1988; Chen et al., 2007; Naeem et al., 2010). Sometimes, local adaptations are made based on local 
cultural knowledge and some have been successful (Carter et al., 2003; Hinton et al., 2004; Kubany et 
al., 2003; Patel et al., 2007; Rahman et al., 2008; Rojas et al., 2007).  Culture has, on occasions been 
seen as an additional factor or an ‘add-on’ rather than as a central or dominant organising factor for 
many people seeking help for their psychological distress. (Mills, 2014; Summerfield, 2008; 2012; 
Fernando, 2014, 2017). 
 Studies undertaken in low and middle income countries with different ethnic groups are 
increasing and these will contribute to our understanding and knowledge internationally.  A recent study 
in Nigeria, one of the WHO   longitudinal study sites, demonstrated better long term outcomes for 
patients with a severe and enduring mental illness, with “unexplained cultural factors” being cited as 
possible positive reasons for this (Jablensky et al, 1992; Cohen et al, 2009). . There have been trials 
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conducted in LMIC demonstrating the efficacy of culturally adapted interventions. These include 
culturally adapting therapy (Naeem et al., 2010) as well as adapting to local resources (Rahman et al., 
2008). Although these and similar trials have been successful in showing the efficacy of culturally 
adapted interventions, they have not been formulated in terms of policy on a local, national or regional 
basis. Since these have not been utilized on a bigger scale, the effectiveness in generalizable terms 
remains questionable. This, therefore, means that apart from some scientific applause, the interventions 
have not been able to show the real impact, that they have the potential for. 
 
CULTURALLY ADAPTED E-MENTAL HEALTH INTERVENTIONS 
 
 Recently e-mental health interventions have been proposed as viable solutions to address the 
mental health treatment gap in both high income (HICs) and in LMICs (Harper-Shehadeh et al., 2016; 
Arjadi et al., 2015). Online and e-interventions have been shown to help individuals interact and 
socialize with other people and ultimately overcome feelings of loneliness (Miller et al., 2015). Patients 
have also expressed interest in further receiving health related information from their doctors and allied 
healthcare workers through email and text messages (Miller et al., 2015). This form of service delivery 
has several advantages over the face-to-face treatments. It is relatively easy to tailor the content of the 
interventions linguistically and culturally according to various ethnic groups in an online setting (Eylem et 
al., 2015; Sanchez et al., 2017). Care does have to be taken to ensure interventions remain easy to find 
and use, and understandable with respect to language (Gorczynski et al., 2013).  
 Reviews of patient centred information on physical activity for people living with schizophrenia 
has found that online information and interventions are often not user friendly and easy to understand, 
with reading language requirements far above recommended grade 6-8 levels. Additionally, information 
is not tailored for age, gender, or culture, to help ensure behaviour change is realistic for this population 
group (Gorczynski et al, 2018). Despite the increasing potential of e-interventions (Miller et al., 2015), 
steps need to be taken to ensure online interventions are reaching target populations in an accessible, 
and culturally appropriate manner.  
 E-mental health interventions are particularly appealing for people of different cultural groups 
who are concerned about stigma and shame associated with help-seeking from their formal and informal 
networks (Eylem et al., 2016). From the service-providers perspective, e-mental health interventions 
promise to tackle the issue of cultural mismatch between the service provider and the service user, 
distance or transport issues which are restricting the provision of psychological therapies (Eylem et al., 
2015; Sanchez et al., 2017).  
 The effectiveness and efficacy of  culturally adapted e-mental health interventions have been 
mostly tested in HICs (Harper-Shehadeh et al., 2016; Unlu Ince et al., 2014; Tulbure et al., 2015) 
However, recently more RCTs have been conducted in middle income (LMICs) (Ip et al., 2016; Wang 
et al., 2013) and in LMICs (Arjadi et al., 2015). A recent RCT in a school sample of 257 Chinese 
adolescents in China showed that culturally adapted e-mental health intervention resulted in reductions 
of depressive symptoms at the 12 month follow up in comparison to the control group with a medium 
effect size (d=0.36) (Ip et al., 2016). Furthermore, culturally adapted e-mental health has promising 
implications in reducing depressive symptoms among migrant populations with constricted reach-ability 
in HICs (e.g. Unlu Ince et al., 2014). For instance, Unlu and colleagues tested the effectiveness of 
culturally adapted e-mental health, problem-solving intervention in a sample of 96 Turkish migrants with 
depressive symptoms in the Netherlands. The results showed significant improvement in depression 
symptoms in intervention group in comparison to the control group (d=0.72) (Unlu Ince et al., 2014).  
 Overall, current evidence suggests that e-mental health interventions can address the treatment 
gap and increase the impact of the culturally adapted psychological interventions in HICs, MICs as well 
as in LMICs. However, participant engagement remains the main challenge (Clarke et al., 2015). In line 
with the systematic reviews on the cultural adaptation of face-to-face psychological therapies, recent 
meta-analysis suggests that the extent of cultural adaptation has an effect on intervention efficacy in e-
mental health literature (Harper-Shehadeh et al., 2016). Thus, more personalized or tailor made 
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strategies during the recruitment process are crucial in increasing the impact of culturally adapted e-
mental health interventions (Sanchez et al., 2017).    
 
ADAPTATION OF INTERVENTIONS 
 Adapting interventions for personalised care in developed countries or in LMICs carries 
inherent challenges and difficulties. It is easy to assume a global understanding of the culture or 
subculture. A number of biases such as stereotyping, causing incorrect adaptations when the intervention 
should allow latitude and flexibility for an assessment of every individual's personal values can be 
present. Cultural adaptation also proposes to modify evidence-based interventions, and the dilemma 
exists as to when fidelity to the core intervention is lost when adaptation compromises the effectiveness 
of an intervention (Rathod et al. 2015). 
 The World Health Organisation has recognised the issue and work has begun in this area. 
http://www.who.int/substance_abuse/research_tools/translation/en/. Rathod and colleagues (2018) have 
described an evidence-based methodology to adapting interventions using a model of coproduction and 
use of evidence. 
 
 
Table 1 Evidence based methodology for adaptation of interventions (Naeem et al, 2016) 
 
 
 
 
 
 
 
 
 
 
 
 
This model is currently being used to adapt interventions in a number of countries including China, 
Morocco and in countries in the Middle East (Li et al, 2017).  
  
WHAT ‘CAREIF’ PROPOSES 
 There is an urgent need to review the availability of culturally adapted interventions and 
available adaptation frameworks. Standardised guidelines including lists or catalogues of resources and 
some measures of effectiveness and acceptability for different adapted interventions are required. This 
would require not only a series of round table conferences of experts (including experts with lived 
experience), but also needs empowered communities and patient leaders in a social change movement. 
 
International Level 
 We have to recognise that the world is rapidly becoming truly global and that the challenges and 
opportunities of the intermingling of different ethnicities, nationalities and cultures have to be addressed 
thoughtfully and proactively. International organisations can shape the landscape by influencing global 
policies in health and social care through promoting the need for culturally competent services that 
deliver culturally adapted interventions and lead to good outcomes and experiences of every individual.  
It is vital that issues of power and financial disparities are considered and confronted in any consultation 
and that these do not influence decision-making which should be based on evidence.  International 
organisations are often located in HMIC and socialised into particular models of health care, which they 
may assume can be generalised around the word, when this may not be the case. 
 
 
Stage 1:  Review of previous literature and discussions with field experts, followed by information gathering 
 using qualitative methods from patients, carers, lay persons, therapists, mental health practitioners and 
 service managers concerning their experiences and views. 
 
Stage 2:  Producing guidance on adapting the intervention manual based on information. 
 
Stage 3:  Translation and adaptation of intervention material/manual. 
 
Stage 4:  Field testing the adapted intervention manual through a RCT and further refinement of guideline. 
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Government and National Level 
 We believe that governments and political leaders play a crucial role in influencing and 
celebrating cultural diversity by addressing stereotypes and valuing cultures. A consistent message of the 
strength in diversity can mitigate the tendency to dehumanise specific cultural groups and promote a 
healthy respect for all cultures. Where necessary, there should be policies to ensure that appropriate 
services and interventions are made available.  
 Better information systems would help, for example, national drug approving agencies could set 
expectations that new drugs should have data on risk-benefit ratios for cultural minorities so that 
prescription decisions could be more data-driven.  
 
Local Service Level 
 Systems of health care should know the cultural breakdown of the population they serve and 
develop culturally informed services that are inviting to minority cultures in their setting. 
 There should be monitoring systems in place to identify, address and mitigate cultural disparities 
in the provision of care. This should include means to ensure that staff are adequately trained in 
culturally competent interventions and reduce the likelihood of the differences in outcomes across 
cultures. Monitoring of outcomes is essential to understand other factors that may be contributing to 
these differences and make attempts to impact on them.   
 
Cultural literacy and sensitivity of mental health providers 
 Cultural competency should be required for all providers of mental and physical health care 
across the world.   The elements of cultural competency should at least include an understanding of 
explanatory health beliefs, psychopathology, idioms of distress and help-seeking behaviour for 
individuals of different cultures but for the populations which they serve. Clinicians who provide 
interventions should be competent in delivering culturally adapted interventions, curious about different 
cultural understanding and open to understanding their patients understanding of their psychological 
distress. 
 We recognize that all cultures are dynamic, and adapt to their changing circumstances and 
hence clinicians should keep their knowledge and understanding current through different means.  
 
Concerted research effort to obtain data on cultural minorities  
 There should be an effort to include individuals from minority cultures in various clinical trials. 
Research should encourage a separate subgroup analysis of multiple interventions based on cultural 
subgroups. Specific funding should be available to develop an evidence base of effective interventions 
across cultural groups. 
 A more personalized approach and participatory research techniques need to be incorporated 
in recruitment plan and researchers should make sure they spend enough time to network with their 
target population (e.g. through regular community visits) before they start their research. 
 
Empowerment of communities  
 There should be recognition of the need for cultural competence for various cultural groups 
around the world and a comprehensive set of interventions that are needed to address access, outcomes 
and stigma.  In addition to community outreach and education, individuals from particular cultural 
groups who have dealt with mental illness (individuals with lived experiences) should be used as 
ambassadors to spread the education and positive message of culturally adapted interventions. A variety 
of measures are needed including enlisting the help of religious, political and cultural leaders of that 
group to have a just society. 
 
CONFLICT OF INTEREST:  
None of the authors have received funding to prepare this manuscript. The authors are however experts 
in this field and have received research grants, lectured on the topic and published widely in this area. 
 
GLOBAL POSITION STATEMENT 
 
  
World Cultural Psychiatry Research Review 2019, 14 (1/2): 21-29 
REFERENCES 
 
Alvidrez, J., Azocar, F., & Miranda, J. Demystifying the Concept of Ethnicity for Psychotherapy Researchers. Journal of 
Consulting and Clinical Psychology, 64: 903–908, 1996 
Arjadi R, Nauta M, Chowdhary N, Bockting C. A Systematic Review of Online Interventions for Mental Health in Low and 
Middle Income Countries: A Neglected Field. Glob Ment Health (Camb),2:1-6, 2015 
Bernal, G., Jimenez-Chafey, M. I., & Domenech Rodriguez, M. M. Cultural Adaptation of Treatments: A Resource for 
Considering Culture in Evidence-Based Practice. Professional Psychology: Research and Practice, 40: 361–368, 2009 
Bhugra, D. Setting Up Psychiatric Services: Cross-Cultural Issues in Planning and Delivery. International Journal of Social 
Psychiatry, 43: 16–28,1997 
Carroll, K. M., Martino, S., Ball, S. A., Nich, C., Frankforter, T., Anez-Nava, L., et, Al. A Multisite Randomized Effectiveness 
Trial of Motivational Enhancement Therapy For Spanish-Speaking Substance Users. Journal of Consulting and Clinical 
Psychology, 77: 993–999, 2009 
Carter, M. M., Sbrocco, T., Gore, K. L., Marin, N. W., & Lewis, E. L. Cognitive Behavioral Group Therapy Versus A Wait-
List Control in the Treatment of African American Women with Panic Disorder. Cognitive Therapy and Research, 27: 505–
518, 2003 
Casas, J. M. Cognitive Behavioral Approaches: A Minority Perspective. Counselling Psychologist, 16: 106–110,1988 
Castillo, R. J. Trance, Functional Psychosis, and Culture. Psychiatry: Interpersonal and Biological Processes, 66: 9-21, 2003 
Chen, J., Nakano, Y., Letzugu, T., Ogawa, S., Funayama, T., Watanabe, N., Furukawa, T. A. Group Cognitive Behaviour 
Therapy for Japanese Patients with Social Anxiety Disorder: Preliminary Outcomes and Their Predictors. BMC Psychiatry, 
7: 69, 2007   
Clarke, A. M., Kuosmanen, T., & Barry, M. M. A Systematic Review of Online Youth Mental Health Promotion and 
Prevention Interventions. Journal of Youth and Adolescence, 44: 90–113, 2015. 
Cohen, A., Patel, V., Thara, R. & Gureje, O. Questioning an Axiom; Better Prognosis for Schizophrenia in the Developing 
World?  Schizophrenia Bulletin, 34: 229-244, 2008 
Eylem, O., Van Bergen, D.D., Rathod, S., Van Straten, A.,Bhui, K., Kerkhof, A.J.F.M. Canina Kiymak ‘Crushing Life Energy’: 
A Qualitative Study on Lay and Professional Understandings of Suicide and Help-Seeking among Turkish Migrants In The 
UK and in the Netherlands. International Journal of Culture and Mental Health, 9:1-16, 2016 
Eylem, O., Van Straten, A., Bhui, K. & Kerkhof, A.J.F.M. Protocol: Reducing Suicidal Thinking among Turkish Migrants in 
the Netherlands And In The Uk: Effecriveness of An Online Intervention. International Review of Psychiatry, 27: 72-81, 
2015 
Falicov, J. Commentary: On the Wisdom and Challenges of Culturally Attuned Treatments for Latinos. Family Process, 48: 
292–309, 2009 
Fernando, S. Mental Health Worldwide. London: Palgrave Macmillan, 2014 
Fernando, S. Institutional Racism in Psychiatry and Clinical Psychology; Race Matters In Mental Health. London: Palgrave 
Macmillan, 2017 
Grant, P. M., Huh, G. A., Perivoliotis, D., Stolar, N. M., & Beck, A. T. Randomised Trial to Evaluate the Efficacy of Cognitive 
Therapy for Low-Functioning Patients with Schizophrenia. Archives of General Psychiatry, 69: 121–127, 2012 
Gorczynski, P., Patel, H., & Ganguli, R. Evaluating the Accuracy, Quality, and Readability of Online Physical Activity, Exercise, 
and Sport Information for People with Schizophrenia. Mental Health and Physical Activity, 6: 95-99, 2013 
Gorczynski, P., Ramsey, J., Rathod, S. Online Physical Activity Information for People with Schizophrenia: Has Information 
Quality Improved? SM Journal of Schizophrenia Research & Treatment, 2018 
Halliburton, M. Finding A Fit; Psychiatric Pluralism in South India and its Implications for WHO Studies of Mental Disorder. 
Trans-cultural Psychiatry, 41: 80-98, 2004 
Harper Shehadeh, M., Heim, E., Chowdhary, N., Maercker, A. & Emiliano, A. Cultural Adaptation of Minimally Guided 
Interventions for Common Mental Disorders: A Systematic Review and Meta-Analysis. JMIR Mental Health,3: 1-13, 2016 
Halliburton, M. Mudpacks and Prozac: Experiencing Ayurvedic, Biomedical and Religious Healing. Walnut Creek: Left Coast 
Press, 2009   
28 
RATHOD S., ET. Al.  
 
 
Helms, J. An Examination of the Evidence in Culturally Adapted Evidence-Based or Empirically Supported Interventions. 
Trans-cultural Psychiatry, 52: 174-197, 2015 
Hinton, D. E., Pham, T., Tran, M., Safren, S. A., Otto, M. W., & Pollack, M. H. CBT for Vietnamese Refugees with 
Treatment-Resistant PTSD and Panic Attacks: A Pilot Study. Journal of Traumatic Stress, 17: 429–433, 2004 
Hussain-Gambles, M., Leese, B., Atkin, K., Brown, J., Mason, S., & Tovey, P. Involving South Asian Patients in Clinical Trials. 
Health Technology Assessment, 8: 1–109, 2004 
Incyawar  M., Wintrob,B., Bouchard,L. & Bartocci, G. Psychiatrists And Traditional Healers; Unwitting Partners In Global 
Mental Health. Oxford; Wiley-Blackwell, 2009   
Ingman, T.,  Ali, S., Bhui, K., Chalder, T. Chronic Fatigue Syndrome: Comparing Outcomes in White British and Black and 
Minority Ethnic Patients after Cognitive–Behavioural Therapy. The British Journal of Psychiatry; Doi: 
10.1192/Bjp.Bp.115.169300, 2016 
Ip P., Chim D., Chan K.L., Li T.M., Ho F.K., Van Voorhees B.W., Tiwari A., Tsang A., Chan C.W., Ho M., Tso W. & 
Wong W.H. Effectiveness of a Culturally Attuned Internet-Based Depression Prevention Program for Chinese Adolescents: 
A Randomized Controlled Trial. Depression Anxiety, 33: 1123-1131, 2016 
Jablensky A., Sartorius,N., Ernberg,G., Et Al , Schizophrenia : Manifestations, Incidence and Course in Different Cultures, A 
World Health Organisation Ten-Country Study. Psychological Medicine. Monograph Supplement, 20: 1- 97, 1992    
Kubany, E. S., Hill, E. E., & Owens, J. A. Cognitive Trauma Therapy for Battered Women with PTSD: Preliminary Findings. 
Journal of Traumatic Stress, 16: 81–91, 2003 
Li, W., Zhang, Li., Luo, X., Liu, B., Liu, Z., Lin, F., Liu, Z., Xie, Y., Hudson, M., Rathod, S., Kingdon, D., Husain, N., Liu,  
X., Ayub, M. And Naeem, F. A Qualitative Study to Explore Views of Patients’, Carers’ and Mental Health Professionals’ 
To Inform Cultural Adaptation Of CBT For Psychosis (CBTP) In China. BMC Psychiatry;17:131 Doi 10.1186/S12888-017-
1290-6, 2017 
Loon, Van A., Schaik, Van A., Dekker, J., Beekman, A. Bridging the Gap for Ethnic Minority Adult Outpatients with 
Depression and Anxiety Disorders by Culturally Adapted Treatments. Journal of Affective Disorders, 147: 9-16, 2013    
Miller BJ, Stewart A, Schrimshera J, Et Al. How Connected are People with Schizophrenia? Cell Phone, Computer, Email, 
and Social Media Use. Psychiatry Research, 225: 458-463, 2015 
Mills, C. Decolonizing Global Mental Health; The Psychiatrization If The Majority World. London: Routledge, 2014   
Miranda, J., Bernal, G., Lau, A., Kohn, L., Hwang, W. C., & La Fromboise, T. State of the Science on Psychosocial 
Interventions for Ethnic Minorities. Annual Review of Clinical Psychology, 1: 113–142, 2005 
Munoz-Sancez, J.L., Dergado, C., Sanchez-Prada, A., De Leo, D., Franco-Martin, M.A. Facilitating Factors and Barriers to the 
Use of New Technologies for Suicide Prevention in Europe: A Multi-Country Exploratory Study. Journal of Medical 
Internet Research, 1-17, 2017 
Naeem, F., Waheed, W., Gobbi, M., Ayub, M., & Kingdon, D. Preliminary Evaluation Of Culturally Sensitive CBT for 
Depression in Pakistan: Findings From Developing Culturally Sensitive CBT Project (DCCP). Behavioural and Cognitive 
Psychotherapy, 39: 165–173, 2010 
Naeem, F., Phiri, P., Nasar, A., Gerada, A., Munshi, T., Ayub, M., Rathod, S. (2016). An Evidence-Based Framework for 
Cultural Adaptation of Cognitive Behaviour Therapy: Process, Methodology and Foci of Adaptation. World Cultural 
Psychiatry Research Review 11(1/2):61-70 
National Institutes of Health (NIH). NIH Policy and Guidelines on the Inclusion of Women and Minorities as Subjects in 
Clinical Research. Bethesda, MD: Author, 2001 
Patel, V., Araya, R., Chatterjee, S., Chisholm, D., Cohen, A., De Silva, M., Van Ommeren, M. Treatment and Prevention of 
Mental Disorders in Low-Income and Middle Income Countries. The Lancet, 370: 991–1005, 2007 
Patel, V. & Sumathipala, A. International Representation in Psychiatric Literature. Survey of Six Leading Journals. British 
Journal of Psychiatry, 178: 406-409, 2001 
Raguram, R., Venkateswaran, A., Ramakrishna, J., & Weiss, M. G. Traditional Community Resources for Mental Health: A 
Report of Temple Healing from India. British Medical Journal, 325: 38-?, 2002 
Rahman, A., Malik, A., Sikander, S., Roberts, C., & Creed, F. Cognitive Behaviour Therapy Based Intervention by Community 
Health Workers for Mothers with Depression and their Infants in Rural Pakistan: A Cluster-Randomised Controlled Trial. 
The Lancet, 372: 902–909, 2008 
Rathod, S., Kingdon, D., Smith, P., & Turkington, D. Insight into Schizophrenia: The Effects of Cognitive Behavioral Therapy 
on the Components of Insight and Association with Sociodemographics – Data on a Previously Published Randomised 
Controlled Trial. Schizophrenia Research, 74: 211–219, 2005 
GLOBAL POSITION STATEMENT 
 
  
World Cultural Psychiatry Research Review 2019, 14 (1/2): 21-29 
Rathod, S., Phiri, P., Kingdon, D., & Gobbi, M. Developing Culturally Sensitive Cognitive Behaviour Therapy for Psychosis for 
Ethnic Minority Patients by Exploration and Incorporation of Service Users’ and Health Professionals’ Views and Opinions. 
Behavioural and Cognitive Psychotherapy, 38: 511–533, 2010 
Rathod, S., Phiri, P., Harris, S., Underwood, C., Thagadur, M., Padmanabi, U., Kingdon, D. Cognitive Behaviour Therapy for 
Psychosis can be Adapted for Minority Ethnic Groups: A Randomised Controlled Trial. Schizophrenia Research; 143(2-
3):319-26. Doi: 10.1016/J.Schres.2012.11.007, 2013 
Rathod, S., Kingdon, D., Pinninti, N., Turkington, D. Phiri, P. Cultural Adaptation of CBT for Serious Mental Illness: A 
Guide For Training And Practice. Oxford: Wiley – Blackwell, 2015  
Rathod, S. Gega, L., Degnan, A., Pikard, J., Khan, T., Hussain, N., Munshi, T., Naeem, F. The Current Status of Culturally 
Adapted Mental Health Interventions: A Practice-Focused Review of Meta-Analyses. Neuropsychiatric Disease and 
Treatment, 13: 1–14 Dove Medical Press, 2017 
Rathod, S, Pinninti, N, Irfan, M., Gorczynski, P., Rathod, P., Gega, L., Neem, F. Mental Health Service Provision in Low And 
Middle Income Countries. Health Services Insights. 10. 1178632917694350. Doi: 10.1177/1178632917694350, 2017 
Rojas, G., Fritsch, R., Solis, J., Jadresic, E., Castillo, C., González, M., Araya, R. Treatment of Postnatal Depression in Low-
Income Mothers in Primary-Care Clinics in Santiago, Chile: A Randomised Controlled Trial. The Lancet, 370: 1629–1637, 
2007 
Summerfield, D. How Scientifically Valid is the Knowledge Base of Global Mental Health. British Medical Journal, 336: 992-
994, 2008 
Summerfield, D. Afterword; Against “Global Mental Health”, Trans-cultural Psychiatry, 49: 519-530, 2012 
Tribe, R. Health Pluralism - A More Appropriate Alternative to Western Models of Therapy in the Context of the Conflict and 
Natural Disaster In Sri Lanka? Journal of Refugee Studies, 20: 21-36, 2007 
Tribe, R. Culture, Politics and Global Mental Health: Deconstructing the Global Mental Health Movement: Does One Size 
Fits All? Disability and the Global South, 1: 251-265, 2014 
Tulbure Bt, Månsson Kn, Andersson G. Internet Treatment for Social Anxiety Disorder in Romania: Study Protocol for a 
Randomized Controlled Trial. Trials, 13:1-19, 2012 
Unlu Ince, B., Cuijpers, P., Van`T Hof, E., Wouter, B., Christensen, H., & Riper, H. Internet-Based, Culturally Sensitive, 
Problem-Solving Therapy for Turkish Migrants with Depression: Randomized Controlled Trial. Journal of Medical Internet 
Research, 15:1-13, 2013 
Wang Z, Wang J, Maercker A. Chinese my Trauma Recovery, A Web-Based Intervention for Traumatized Persons in Two 
Parallel Samples: Randomized Controlled Trial. Journal of Medical Internet Research, 15:1-14, 2013 
White, R. The Globalization of Mental Illness. The Psychologist, 26,182-185. 
White, R. Jain, S. & Catalina Giurgi-Oncu, C. Globalising Mental Well-Being: What High-Income Countries can learn from 
Low and Middle-Income Countries.  International Review of Psychiatry, 26:602-6, 2014 
Wells, K., Klap, R., Koike, A., & Sherbourne, C. Ethnic Disparities in Unmet Need for Alcoholism, Drug Abuse, and Mental 
Health Care. American Journal of Psychiatry, 158: 2027–2032, 2001 
WHO: Disease and Injury Regional Estimates for 2004. Geneva, World Health Organization, 2004. 
(Http://Www.Who.Int/Healthinfo/Global_Burden_Disease/Estimates_Regional/En/Index.Html, Accessed 22 May 2009). 
World Health Organization. (2008).The Global Burden of Disease: 2004 Update. Geneva: World Health Organization, 2008. 
 
